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product alert form
	Product Label


	(affix label here)

	

	


Product met release criteria?     YES (             NO (
If No, reason: __________________________________________________________________________

release / Exceptional Release

Authorised by: _____________________________________________   

Date: _________
distribution

Requesting Medical Practitioner: _______________________________________

Destination: ______________________________________________ 
       Date distributed: _________
has product been administered to patient? 

YES ( If YES, date administered: ______________



NO ( If NO, date recalled: _____________  TGA notified? Not applicable (     YES ( Date: __________
Product Deficiency

Nature: _______________________________________________________________________________

Information received by: Name ________________________
Date _________
Time__________

Information received from: ________________________________________________________________

Reviewed by: Production Manager (   Medical Director (    Scientist in Charge (   Senior Scientist (
Signature: __________________________

Notification of medical practitioner

Medical Practitioner’s name: __________________________________  Date: _________ Time: ________

by telephone  (          in person  (             by fax  (          by e-mail  (
Notified by: Name______________________________
  Signature: _______________________________

ABMDR notified? Not applicable (    YES ( Date: _________ Time: ________ Method:______________

Notified by: Name______________________________
  Signature: _______________________________

CM # ________ (if required)
Action taken:  _________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

reviewed by
(Insert manufacturer name) Medical Director (    Production Manager (
Name: _________________________  Signature:____________________________  Date:__________

Management Meeting Review Date: ______________
Author: (Insert author’s name)
Revision: (Insert revision number) 

Owner: (Insert document owner’s name)
Page 1 of 1 Updated Sept 2019
Active Date: (Insert active date)

